
using condoms’’ (6.5%). Alcohol and illicit drug use was cited
only by one man and a desire to become pregnant by only one
woman as a reason for not using condoms.

In all, 86% of sexually active participants (n = 100) had
disclosed their HIV status to their partner (table 2).
Knowledge of partner’s HIV status was the only variable
significantly associated with the participant disclosing their
HIV status to their partner (p,0.001). Of the 86 participants
who had disclosed their HIV status, 48 thought that their
partner had HIV (47 known to have had HIV test), 25
thought their partner did not have HIV (23 known to have
had HIV test), and 13 did not know their partner’s HIV status
(three known to have had HIV test). In those who had
disclosed their HIV status, only knowledge of their partner’s
HIV status was significantly associated with condom use
(p = 0.03). Participants were most likely to use condoms if
they thought their partner did not have HIV (91.7% of 24
participants) or thought their partner had HIV (74.5% of 47
participants). Condoms were used by only 53.6% of 13
participants who did not know their partner’s HIV status.

DISCUSSION
This study provides information on the sexual behaviour of
HIV positive heterosexual adults accessing HIV care in a large
UK outpatient clinic. The majority of participants were
sexually active. Of these, most met their most recent partner
in the United Kingdom and used condoms when they last
had sex. However, over a quarter of the participants did not
use condoms when they last had sex and this was
significantly more common in those with lower CD4 counts
although the reason for this is unclear. By contrast with
studies from America4 5 and Europe,6 where drug use is an
important factor for higher risk behaviour, in this study
alcohol and drugs influenced the decision not to use a
condom in only one man. The most common reason for not
using condoms—namely, partner or patient objection, has
been noted before.7 Although most participants were of
childbearing age, only one cited wanting to become pregnant
as a reason for not using condoms.

Disclosure is an issue for a significant proportion of
participants since; 14% had not informed their partners of
their HIV status and 26% were unaware of whether their
partner had had an HIV test or what their partner’s status
was. Disclosure of participant’s HIV status and condom use
was significantly associated with knowing their partner’s HIV
status. Overcoming the barriers to disclosure remains a
formidable challenge for both secondary HIV prevention and
early detection of HIV infected individuals.

This study has several limitations. The response rate was
low and those who did not respond may have different sexual
behaviour from those who responded. However, the respon-
ders differed significantly on only two demographic and HIV
related variables from the non-responders and are therefore
likely to be representative of the heterosexual clinic atten-
dees. The study took place in a single inner city HIV clinic and
further research needs to be conducted in different settings.
We relied on self reported sexual practices but there is good
evidence that self reported data from sexual behaviour
studies of HIV infected people are reliable.8

In summary, our study findings highlight the importance
of discussing sexual behaviour with HIV infected patients to
reduce secondary transmission and the need to strengthen
efforts to facilitate disclosure of HIV status.
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Although HIV transmission is as much a result of infectious-
ness as of susceptibility, to date, most HIV prevention
strategies have focused on reducing risk among uninfected
individuals, even though recommendations have been made
to target behaviour change among those who are HIV
infected.1 2 Recently, additional studies have provided further
support for targeting prevention among infected individuals
by demonstrating the potential for decreasing infectiousness
by reducing viral load through treatment for HIV and other
STIs.2–5

Perhaps one reason why such recommendations have not
been widely implemented is that few studies have provided
empirical data describing risk behaviours in which HIV
infected individuals engage. Here, Dave et al examined
condom use and HIV disclosure among HIV infected
individuals who presented at a large STD clinic in inner
London. Weaknesses of the study (such as the low response
rate and the cross sectional nature of the study) notwith-
standing, there are several findings worth highlighting that
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add more evidence to the importance of focusing prevention
strategies on HIV infected individuals. For example, the most
significant factor associated with condom use at last sex was
having a CD4 count of more that 200. Although this may
bode well given higher infectivity associated with earlier
stages of infection, it is worrying given evidence of similarly
higher infectivity rates during late stage of the disease.7 8

Disclosure of infection status, allowing both members of a
couple to make an informed choice about engaging in safe
sex, is also a critical component of any kind of prevention
programme. In this study, knowledge of partner’s HIV status
was the only factor associated with disclosure on the part of
the participant. Furthermore, among those who disclosed
their HIV status, knowledge of their partner’s HIV status was
the only factor associated with condom use at last sex.
Although data were not presented regarding the association
between knowing your partner’s serostatus on condom use
among those participants who did not disclose their status
themselves, nevertheless, the links among disclosure, knowl-
edge of the partner’s status, and condom use are revealing.
Strategies that encourage mutual disclosure, and that
emphasise that disclosure is likely to be reciprocated, should
be developed and evaluated.

Of course, another critical issue is whether any of the
associations reported here might be mediated if one or both
partners were on treatment, which could also contribute to
the potential for transmission of HIV resistant virus.
Regardless, the findings presented here by Dave et al6 further
confirm the importance of targeting prevention strategies
towards infected individuals. Programmes like this, which
occur in the context of clinics that provide care for infected

individuals, are an obvious venue for targeting prevention
towards infected individuals. Additional research is necessary
to devise population based strategies for identifying and
including them in effective prevention programmes.
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